*MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-017270

OEPARTMENT OF PUBLIC HEALTH AND WELFAR 3 5 AT IE NUMER
NOT WRITE AMENDED Registration District No. oo ~——Primary Registration District No. _____‘_)_:_‘?_“ _3.9;“!..," No. . .!_f?!«_“________

ON THIS STUB ik ATV : g )

1. PLACE OF DEATH ' 18 993 7. USUAL RESIDENCE (Where decoased lived. If instifution: Residence bafore

a. COUNTY Stl Framis! i 8. STATElI . b. COUE!E ! E l admission)

b. C(I)TRY {If outside corporate limits, give TOWNSHIP only} Length ‘of stay in 1b ¢. CITY Inside Limits

O
Towd Bonne Terre v Elvins sMO. Yo & No[]

. :'Lg.épfldrﬂEo%F {If NOT .in hospital, give location} Inside Limits dﬂ:ﬁi?ss © [If cutside, give location) Rasides om Farm

INSTITUTION Hoapital. ) Yum No R ) Yes [0 No K
. NAMY:OF DECEASED First Middle Last 4. DATE Month Day

{Type or print) OF .
Minnie Elizabeth = Burch CEATH Apr. 9,1963

5. SEX &, COLOR OR RACE 7. Married [1  Never Married [] [8. mreu, PAIRTH | 9- AGE (fast birthday) | IF UNDER | YEAR IF UNDER 24 HR
Female Whate Widows B Dwereia O 1800 M. T2 || | M| M
10a. USUAL OCCUPATION {Give kim'i of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRI;' CE (CHy and state otacognlry) 12. CITIZEN OF WHAT COUNTRY

i T ing life, even if ratired .

He&{aZaqLpye " o il |House=-Wife Famingtorr,MO UeSehe
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME-OF HUSBAND OR-WE

John Dietzler. Elizabeth Sk 1

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NG, . Address
{Yes, no, or unknown) | {I¥ yes, glvt war or dates of 1ervi

-}
-]

VS 3007
Rev 4/59

R AIK

e
DATE AMENDED

Yeur

Q
18. CAUSE OF DEATH (Enter cnly one cause par line for {a], (B, end (c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE () MM agc—-aa-ﬂ /R ?@4

Conditions, if any, DUE TO {b)
which gave riss to
above cause (a),
stating the under-
lying cause last. DUE TO {c}

PART |). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buf not related to the terminal PART lil. If deceased was femals was
disease condition given in PART I {a} there a pregnancy in last 90 days.

. . IDY;;l[]NuIDUntnown'
19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE _HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PABT | or PART Il of itam 18.)
RFO, i a - a.- . .

.

" DOCUMENT

20c. TIME OF Hou: Month, Day, Year
INJURY a.m. -
o p.m.

20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., in or about -home, | 20f. CITY, TOWN, OR LOCATION, | COUNTY
WHILE AT WORK [J farm, factory; street, office bldg., etc.) e
. NOT WHILE-AT WORK [J

21. | attended the d d from. A‘Hq- 7~ ﬁ 3 @__‘_L.M.j-‘nd last . saw -lhve on q"' —~—la k

.a m on the date stated nbove, and !o the best of my knowledge, from the causes nated

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION.

Den!h occurred at

22b. ADDRESS . 22¢. DATE SIGNED

%JM‘”’“ D, ﬁow %@_ s . |9~/1-43

73n. BURIAL, CREMATION, | 23b. DATE I 4 c. NAME OF CEMETERY OR' CREMATORY 23d. LOCATION (City,-fown, or county} (State)
REMOVAL_(Specify) .

& 4-13-1963 |5t Francois Mem Park,l Bome Terre,Mo

4. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.

Caldwell & Sona plgs- River Mo Q@ I [fég
er's S§talement on Reverss Side)

{Licensed Embalmer’

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ ~.

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT -BY LICENSED EMBALMER

I

hereby certify that the body whose hame is recorded ori the reverse sid;.- of this ‘certificaté was embalmed’ by rne,,:

orby - —— - L - - - _ Student Embalmer No.

working under my personal supervision. .

-S-tuden'r ‘ Vi o T a ' Sign;d:' aﬂ’ . 2 ( Ji‘ﬁ Z z ‘ z ﬂe

Signature of Student Embalmer

/

Licensed Embalmef No. .& 09.;'}; : ‘
P.:O.-Addrless £ W'

Note‘ The above MUST BE SIGNED ‘BY THE LICENSED EMBALMER in h|s OWN HANDWRITING (Failure  to. comply
‘with the above constitutes grounds for revocahon of Ilcense)

If embaimed by a STUDENT, he ‘dlso shall sign in his OWN handwrmng

if. this body 'is not embalmed,. fact should be so_stated above,




